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Z 000 [nitial Comments Z 000
This Statement of Deficiencies was generated as
a result of complaint investigation conducted in
your facility on December 31, 2009, in ;
accordance with Nevada Administrative Code, |
Chapter 449, Facilities for Skilled Nursing.
C faint #NV00023920 bstantiated with R USE
as s ated wi
dgf?gi% ﬁges cited. (Seo Ta"; 223“0)5 antiate PREPARATION AND/OR EXECUTION OF THIS PLAN
: ggo \?ISERRH’ECII[?&:S DOES NOT CONSTITUTE THE
A Plan of Correction (POC) must be submitted. | THE FACTS ALLEGEglgg ggN%EUg?gﬁggng;g{nm:
The POC must relate to the care of all patients | IN THE STATEMENT OF DEFICIENGIES. THE PLAN OF
and prevent such occurrences in the future. The CORRECTION IS PREPARED AND/OR EXECUTED
intended completion dates and the mechanism(s) | SOLEY BECAUSE IT 1S REQUIRED BY THE PROVI
established to assure ongoing compliance must | SIONS OF FEDERRT Anin STATE 1 AW

be included.

Monitoring visits may be imposed to ensure |
on-going compliance with regulatory
requirements.

The findings and conclusions of any investigation i
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

2230 NAC 449.74469 Standards of Care Z230
55=E
A facility for skilled nursing shall provide to each
patient in the facility the services and treatment
that are necessary to attain and maintain the
patient's highest practicable physical, mental and
psychosocial well-being, in accordance with the
comprehensive assessment conducted pursuant
to NAC 449.74433 and the plan of care
developed pursuant to NAC 449.74430.

It deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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3 of 6 residents (Residents #1, #2, and #3).

Severity: 2 Scope: 2

Are receiving restorative
Nursing services according
To the Doctor’s orders.
2. Residents with orders
For restorative nursing are
At risk for the same
Deficient practice.
3. Certified Nursing Aides
Will become RNA certified.
In service on proper
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2230 Continued From page 1 Z230
This Regulation is not met as evidenced by: !
Based on record review and staff interview, the
facility failed to provide restorative nursing 1. Residents #1, #2, and #3
program services as ordered by the physician for 3-1-10

| restorative nursing

documentation to be

f completed by 1-22-10.

|
]
i

i 4. DNS to conduct bi weekly
: audit of restorative
documentation for four
weeks,
As needed thereafter.

monthly for 90 days.

I ceficigncies are cited. an approved plan of correction must be returned within 10 days after receipt of 1his statement of deficiencies
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